D uring a recent lecture on the implications of healthcare reform for the field of orthopaedic surgery, I asked a group of surgeons how many of them currently engage in shared medical decision making (SDM) with their patients. Nearly 100% of hands went up. While this is certainly an admirable goal, most physicians have a limited understanding of the principles and goals of true shared medical decision making, and many of us lack the training and expertise required to regularly incorporate patient preferences and values into our clinical decision making.
The Informed Medical Decisions Foundation (IMDF) defines SDM as ''a collaborative process that allows patients and their providers to make health care decisions together, taking into account the best scientific evidence available, as well as the patient's values and preferences'' [4] . The IMDF goes on to explain, ''SDM honors both the provider's expert knowledge and the patient's right to be fully informed of all care options and the potential harms and benefits. This process provides patients with the support they need to make the best individualized care decisions, while allowing providers to feel confident in the care they prescribe.'' SDM is particularly relevant in the management of ''preference-sensitive conditions.'' These are conditions where no single treatment option clearly dominates from the standpoint of safety and efficacy, and therefore treatment decisions require a deeper understanding of a patient's values, needs, desires, and lifestyle. By definition, many musculoskeletal disorders are preference-sensitive conditions. The Dartmouth Atlas [6] has documented wide geographic variation in practice patterns for the treatment of certain preference-sensitive musculoskeletal conditions, such as low back pain, spinal stenosis, and osteoarthritis of the hip or knee. Although some of this variation may be appropriate, much of the variation cannot be explained by differences in disease prevalence or patient characteristics alone. Geographic variation in practice patterns is expected in the management of preference-sensitive conditions, since no single treatment option is most appropriate for any given condition. However, when variability does exist, it should be driven by patient, not provider preferences.
Many tools are available for practitioners to facilitate shared medical decision making. These tools can be broadly categorized into decision aids and communication aids. Decision aids (DAs) are print, video, or web-based tools that inform patients about their treatment options and lead them through critical reflection that will help them express their values and preferences. An important feature of DAs is
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Communication aids (CAs) include question lists and audio recordings and summaries of patient-physician interactions. Question lists can be developed using online and mobile app tools [1, 3] , or with the assistance of a health coach. Developing a list of relevant questions and concerns before meeting with their physician gives patients the opportunity to contemplate the impact of their condition on their overall health, and has been shown to be associated with a better overall experience from the perspectives of the patient and the physician. Audio recordings and summaries enhance information recall and allow patients to debrief and consider their treatment options and medical decisions with family members and caretakers in a less time-pressured environment, outside the office setting.
Despite the widely reported benefits of SDM tools, there are few examples where they have been routinely incorporated into orthopaedic practice. There are numerous reasons for this, including a lack of training and expertise, time and resource limitations, the fee-for-service payment system (which strongly incentivizes surgical interventions over nonoperative management), and the misconception among many physicians that ''we already do this''. As a result, healthcare insurers and large, selfinsured employers have experimented with offering SDM tools to their patients, in some cases as a precondition for seeing a specialist, such as an orthopaedic surgeon. The presumption is that specialists are biased toward more invasive treatment options, and that providing patients with objective, balanced information about the pros and cons of operative and nonoperative treatment options will somehow offset those biases. However, it is widely known that patients trust their physician far more than they trust their insurer or their employer. Therefore, for SDM tools to achieve their maximum benefit, they must be embraced by the physician community and incorporated into routine clinical practice.
Although some authors have shown that patients who participate in SDM are more likely to choose less-invasive (eg, nonsurgical) treatment options [5] , this is not always the case. In fact, in a large study by the Group Health Cooperative of Washington, investigators found that among patients with ''prevalent osteoarthritis'' of the hip or knee who were considered ''better surgical candidates,'' the patients who received decision aids were much more likely to choose operative treatment than those who did not [2] . Therefore, SDM tools are likely to sway marginal surgical candidates (who are less likely to benefit from surgery) toward nonoperative management and appropriate surgical candidates toward surgical treatment, which benefits all healthcare stakeholders, including insurers, providers, and most importantly, patients.
With a better understanding of the principles, goals, and benefits of SDM, and simpler, more convenient and effective implementation tools, it is my hope that SDM will become the standard of care rather than the exception in orthopaedic practice.
